Addressing Social Determinants of Health Inequities: Learning From Doing by Baker, Elizabeth A. et al.









In its 1988 landmark report and
again in 2003 in an updated re-
port,1,2 the Institute of Medicine
defined public health as “what
we as a society do to collectively
assure the conditions in which
people can be healthy.” The liter-
ature describing the relationship
between conditions needed for
health and health outcomes is as
old as the public health endeavor
itself and continues to grow, now
almost exponentially. That cer-
tain conditions commonly re-
ferred to as social determinants—
including access to affordable
healthy food, potable water, safe
housing, and supportive social
networks—are linked to health
outcomes is something on which
most of us can agree. The un-
equal distribution of these condi-
tions across various populations
is increasingly understood as a
significant contributor to persis-
tent and pervasive health dispari-
ties.3 If attention is not paid to
these conditions, we will most
surely fail in our efforts to elimi-
nate health disparities.
Despite our growing under-
standing of the importance of so-
cial determinants of health, we
have had very little guidance in
how public health practitioners
and systems can influence social
determinants in order to address
health disparities. Building on
and contributing to the successes
of medical and behavioral inter-
ventions by addressing the condi-
tions that affect people’s health
are essential and critical responsi-
bilities of public health research-
ers and practitioners.2
This issue of the Journal pre-
sents a collection of case studies
from partnerships in the United
States and the United Kingdom
that are working to understand
and create conditions that can
promote health. In October
2003, representatives from the
partnerships described their ef-
forts in a forum, “Addressing the
Social Determinants of Health
Disparities: Learning From
Doing,” sponsored by the US
Centers for Disease Control and
Prevention (CDC). Participants
shared with academicians, practi-
tioners, and community partners
what they are learning as they
work to address the social deter-
minants of health disparities in
their communities.
The efforts described at this
forum represented a range of in-
tervention activities. In addition
to those presented here, the case
studies included teenagers in
New Orleans working to elimi-
nate violence through social ac-
tions in their community; health
officials in Boston striving to
undo racism in a large urban
health department; health care
providers in Chicago creating
culturally appropriate health and
social programs for Black males
visiting a public health clinic;
and a historical case study of
health practitioners in rural Mis-
sissippi who created a compre-
hensive community health cen-
ter to address multiple social
determinants of health. Synopses
of all case studies presented at
the forum can be found at
http://www.cdc.gov/sdoh. No
one forum can address all the
issues relevant to the social de-
terminants of health disparities,
but these efforts represent a
significant range of promising
approaches.
Discussions at the forum fo-
cused on why communities
chose to address certain dispari-
ties over others, their ap-
proaches, key challenges they
face, and strategies they are de-
vising to help them meet these
challenges. Perhaps the greatest
lessons can be found in the chal-
lenges they face. Chief among
these are how to define and ac-
knowledge the root causes of
health disparities; choosing
where and how to focus efforts
to eliminate those disparities;





In all areas of public health, a
problem must be clearly defined
before potential solutions can be
considered. Here, a distinction
must be made between address-
ing health disparities and ad-
dressing health inequities (or
striving for health equity). Dis-
cussions at the CDC forum and
a recent article by Braveman
and Gruskin4 elucidate impor-
tant differences between these 2
ways of identifying the root
causes of systematic differences
in health outcomes among differ-
ent populations.
“Social determinants of
health,” broadly speaking, refers
to social, economic, and political
resources and structures that in-
fluence health outcomes.5 Ad-
dressing social determinants of
health disparities rests on evi-
dence of the relationship be-
tween these determinants and
health outcomes. If we frame the
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to inner-city retailers to
increase their stocks of
fresh and nutritious foods
and to reduce tobacco

















issue as one of health inequities,
however, we go a step further by
suggesting that for groups al-
ready disadvantaged by their po-
sition in a social hierarchy, re-
duced access to resources
increases their likelihood for
poor health outcomes. A focus
on health equity calls for ad-
dressing the determinants of
health (social and medical) that
put particular social groups at a
disadvantage for good health
outcomes.4
Participants at the CDC forum
noted that public health needs to
frame the issue in such a way that
these inequities are acknowledged
and addressed in our work. Ex-
plicitly striving for health equity—
defined as the absence of avoid-
able and unfair differences in the
determinants and manifestations
of good health and longevity be-
tween the most vulnerable groups
and groups that are well off 6—is
critically important if the public
health field is to achieve its goals.
HOW TO FOCUS CHANGE
EFFORTS
A second challenge faced by
those working to address social
determinants of health inequities
is determining where to focus
their efforts. Is the most salient
factor race/ethnicity, socioeco-
nomic status, sexual orientation,
disability status, or something
else? The data suggest that
groups defined by each of these
characteristics have differing ac-
cess to conditions and resources
that enable communities and in-
dividuals to be healthy. There-
fore, we must consider factors
other than the groupings them-
selves, such as racism or other
forms of discrimination as
primary contributors to health
outcomes.
Conversations at the CDC
forum suggest what many of us
already know: opinions about
which determinant is most im-
portant are fairly well polarized
and can easily become the focal
point of any dialogue. Some par-
ticipants cautioned that, while
it is important to consider the
critical determinants of health
inequities, arguments about
which determinants are most im-
portant keep us from recognizing
common interests and from unit-
ing to ameliorate unhealthful
conditions affecting multiple
groups. Most importantly, partici-
pants noted that multiple disad-
vantages and inequities are pro-






noted 2 specific challenges they
face when developing, imple-
menting, and evaluating pro-
grams and policies to ameliorate
health inequities. The first chal-
lenge is developing appropriate
goals and objectives and finding
suitable evaluation methods, on
the basis of the types of ques-
tions asked and the potential au-
diences for the evaluation results.
The second challenge is deter-
mining which strategies ensure
the greatest impact.
In developing goals and objec-
tives, we must recognize that no
single program is going to accom-
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plish our ultimate goal of elimi-
nating health inequities, and that
the goals and objectives for a
particular program should realis-
tically reflect the potential impact
of that program. For example, al-
though our ultimate goal is to
eliminate racial inequities in in-
fant mortality rates, we cannot
expect this goal to be achieved
through a single 3-year program
aimed at one of the many deter-
minants of these inequities. It is
critical that we be clear and real-
istic about what we expect to
achieve through specific pro-
grams or actions, beginning with
a discussion of methods that can
help us understand and meet so-
cial and political challenges.
Moreover, we need to develop
methods to document the spe-
cific steps we took (what worked
and what barriers we faced)
as well as the intended and un-
intended consequences of our
actions.
One of the problems in devel-
oping program goals and evalua-
tion methods is that the infor-
mation used to define a problem
(e.g., statistics gleaned from sur-
veillance systems or hospital rec-
ords) is limited when it comes to
identifying appropriate solutions
or when tracking change. It is
important that public health
practitioners learn to use alter-
native methods such as photo-
voice and qualitative data to
define problems and document
change. Improving our methods
of documentation will help us
not only to more effectively doc-
ument the impact of our efforts
but also to make more informed
decisions about future courses
of action.
In addition to considering
multiple methods of document-
ing program results, we also
need to remember that there are
different indicators of “success”
and that the relative importance
of these different indicators to
different stakeholders may vary.
Long-term support for any pro-
gram depends on providing
stakeholders with the informa-
tion they need to evaluate the
success of that program from
their perspective as well as help-
ing them have realistic expecta-
tions of the program so they will
not be disappointed by a lack of
immediate change. We must
work together with all stake-
holders to outline the steps
required to reach our goals and
to track our movement toward
them, and we must work with
the media to better illustrate
the social basis of many health
inequities.
The best strategies for amelio-
rating inequities in social deter-
minants of health are those that
reflect local knowledge and a
community’s readiness for
change, not just “expert” knowl-
edge regarding the best way to
create change. One of the most
important trends in public health
is the inclusion of those who
experience health inequities in
all aspects of our work; however,
this means that we must attempt
to identify and engage all sub-
groups affected by health in-
equities and ensure that they
have the opportunity to fully par-
ticipate once at the table. Inclu-
sion of community partners
means we must honestly and re-
alistically consider which com-
munities are present in our part-
nerships. A great deal of work
suggests, for example, that within
various ethnic and racial groups
there are significant differences
in perspectives and experiences
depending on class gradations
and gender. We must challenge
ourselves and our community
partners to include this broad
range of perspectives.
In addition to engaging a rep-
resentative group of community
partners, we also need to solicit
input from health practitioners
and from experts in diverse
fields, including education, busi-
ness, housing, and transporta-
tion. Including multiple perspec-
tives requires us to reconsider
the assumption that our current
methods of planning, assess-
ment, implementation, evalua-
tion, and dissemination are the
best methods for addressing
health-related issues and to at
least be open to the possibility
that these methods may not be
sufficient for addressing many
inequities in the social determi-
nants of health.
CONCLUSION
The field of public health pro-
vides endless opportunities for in-
novation. But those opportunities
are hindered by a limited vision
of public health that fails to rec-
ognize the social determinants of
health inequities, which in turn
limits the willingness to address
them. Public health practitioners
cannot attempt these change ef-
forts alone. In addition to our tra-
ditional partners, we need other
partners with an investment in
the health and life of communi-
ties. Any approach to sustained
substantive change in health out-
comes takes time, but as is true of
any other health intervention,
practitioners attempting to assess
social determinants of health
should and can find more imme-
diate, or intermediate, goals that
can be accomplished and cele-
brated. In doing so, we must use
language, frameworks, and meth-
ods that engage our wide variety
of partners in ways that will lead
to practical and sustainable solu-
tions. Only then can we work
across our acknowledged differ-
ences and participate in actions
that unite us in our efforts to
eliminate health inequities.
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